repair ( Figure 2 ). Large intercostal collaterals maintained the lower body and visceral circulation. At exploratory laparotomy two weeks after admission he was found to have a ruptured infrarenal mycotic aneurysm with a thrombosed aorta distally and minimal inflow. This had formed a large retroperitoneal cavity. The aneurysm was opened and the aorta was oversewn immediately below the renal arteries and just below the aneurysm, above the bifurcation. The aorta was completely lacking in posterior wall, with the cavity extending into the left paraspinal space and directly down onto the eroded vertebrae. The cavity was debrided and irrigated. The feet remained pink and viable throughout the procedure and it was decided not to attempt extraanatomic arterial bypass.
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On histological examination the aneurysm wall contained collagenous fibrous tissue with amorphous tissue and thrombus on one aspect. Small clumps of smooth-muscle cells were identified on the deeper aspect, and throughout the tissue there were groups of inflammatory cells and bacteria. Bacteriological culture was negative. The patient was slow to recover but was discharged home seven weeks after surgery. He has only slight claudication, he has gained weight and his renal function is normal.
COMMENT
In the most recent published series of aortic aneurysms 42 of 6137 were mycotic. 1 53% of these had ruptured by the time of presentation, but there is often a story, as here, of insidious weight loss, anorexia and fever. Many patients are immunocompromised in some way and about half have had a recent episode of infection (ours had a history of alcoholism and cholecystitis). Staphylococci are the bacteria most commonly isolated. Operative treatment is by resection of the aneurysm, debridement and subsequent reconstruction, either in situ with the concomitant risk of graft infection or by extra-anatomic bypass. In the present case the recurrent coarctation allowed us to avoid reconstruction. The reocclusion must have been longstanding, because large collateral vessels had developed to supply the lower limbs, the kidneys and the gut. Reocclusion rates depend on the age at which the coarctation is repaired and the nature of the repair. Children who are less than eighteen months old when treated have a lower rate of recoarctation than average, as do those who have a resection and end-end anastomosis rather than patch angioplasty. 2 Overall the rate of recoarctation is about 5% and the prognosis tends to be poor. 3, 4 This is the first published case in which recoarctation and aortic occlusion seems to have protected against the consequences of a mycotic aneurysm. Periorbital cellulitis is a condition frequently referred to general physicians rather than ophthalmologists. It can be caused by malignant disease.
CASE HISTORY
A woman of 50 reported two months of left facial swelling associated with pain and paraesthesia. She had diabetes and was on anticoagulants after a complicated lower limb arterial reconstruction for peripheral vascular disease. Two days before admission she had felt generally unwell and developed periorbital cellulitis and fever with poor glycaemic control. Her temperature was 38 8C, she had a sinus tachycardia of 120 beats per minute and a random blood glucose was 17 mmol/L. Periorbital swelling and erythema extending to the left side of her face was consistent with periorbital cellulitis. An incidental finding on examination was a 6610 cm hard mass in the upper outer quadrant of the right breast with associated axillary lymphadenopathy and a left pleural effusion. C-reactive protein was 173 mg/L and she was hyponatraemic (sodium 125 mmol/L) and hypocalcaemic (calcium 1.97 mmol/L). Alkaline phosphatase was raised at 373 IU/L. A chest radiograph confirmed a left pleural effusion. She was treated empirically with broad-spectrum intravenous antibiotics and chloramphenicol eye drops.
A CT scan of the brain and orbits ( Figure 1 ) showed a large space-occupying lesion centred on the greater wing of the left sphenoid bone and increased attenuation of the soft tissues around the left eye consistent with periorbital cellulitis. A neurosurgical opinion was sought but biopsy of the lesion was considered inappropriate since this would have required complex surgery and would not have changed the management. Mammography revealed a 5 cm mass in the upper outer quadrant of the right breast, graded M5 with multiple satellite lesions and a 2 cm mass in the axillary tail. A core biopsy showed this to be an invasive ductal carcinoma, graded B5b. Oestrogen and progesterone receptor status was strongly positive. A technetium-99m whole body bone scan demonstrated increased uptake not only in the left sphenoid but also in several areas of the vertebral column and in the right sacroiliac joint, consistent with further metastases.
The cellulitis resolved with antibiotics. Current treatment is tamoxifen 20 mg once a day and the patient is being considered for primary palliative chemotherapy with or without local radiotherapy.
COMMENT
Orbital metastasis is well recognized by ophthalmologists, 1 but we can find no previous report of it causing periorbital cellulitis in which soft tissue inflammation is limited to the tissues anterior to the orbital septum ( Figure 2 ). 2,3 Periorbital cellulitis is frequently associated with local trauma or with spread from upper respiratory tract infection and is common in children and in people with diabetes. 2 It usually resolves with intravenous antibiotics, but occasionally progresses posterior to the septum to become the more severe condition of orbital cellulitis 3which is occasionally due to orbital neoplasia. 4 Carcinoma of the breast is notorious for its diverse presentation. Metastases in bone and brain are common 5 but the sphenoid is very seldom affected. In the largest retrospective review, of nearly 650 patients with orbital tumours, 2.5% were due to metastases, of which 75% originated from the breast, so that sphenoid metastasis from the breast accounted for just 1.8% of orbital spaceoccupying lesions. 1 In a subsequent review of 35 patients presenting with orbital metastasis, breast carcinoma was the primary tumour in 50% of cases, other less common sources being prostate, lung and the gastrointestinal tract. 6 In this and another series of a similar size, 7 the symptoms or signs of this metastasis were the first manifestation of the disease in about a quarter of the patients. Adults with periorbital cellulitis should always be questioned and examined for evidence of otherwise occult malignant disease. Involvement of an ophthalmologist is advisable. Among the haemorrhagic complications of warfarin therapy, retroperitoneal bleeding into the psoas and iliacus muscles can be particularly difficult to diagnose and manage. Three case histories follow.
CASE HISTORIES

Case 1
A fit man of 75 with a mechanical aortic valve and bilateral hip replacements was admitted with right hip pain and leg weakness, fatigue, nausea and vomiting. He was on warfarin for thromboprophylaxis. He had been seen five days earlier for the hip pain in the orthopaedic clinic, when lower limb reflexes and hip X-ray were found to be normal. Nonsteroidal anti-inflammatories were prescribed and he was listed for hip revision. On admission he was also oliguric but haemodynamically stable. The right hip was flexed with decreased movement, and he reported paraesthesia over the anterior thigh. Right flank and thigh bruising were evident. Haemoglobin was 7.2 g/dL, urea 34.5 mmol/L, creatinine 264 mmol/L, and international normalized ratio (INR) 11. CT demonstrated an iliacus haematoma. The warfarin was stopped, he was given vitamin K, and nephrotoxic drugs were discontinued. Renal function recovered and warfarin was cautiously restarted. One month later he had a limp and walked with a stick but no prosthetic valve complications were evident on echocardiogram.
Case 2
A woman aged 73 was admitted after a fall, complaining of a painful and weak left leg. She had had mechanical mitral and aortic replacements for rheumatic heart disease and was taking warfarin. On examination she was in atrial fibrillation, with mitral and tricuspid systolic murmurs and pulsatile hepatomegaly. Left knee movements were weak, the left knee jerk was absent and there was bruising of the left thigh. Haemoglobin was 8.1 g/dL. INR was 48 and liver function tests were abnormal. Ultrasound revealed a left psoas haematoma extending under the inguinal ligament into the groin; the liver appeared normal. She received fresh frozen plasma and three units of packed red cells. On discharge, left leg weakness persisted.
Case 3
A woman of 69 was admitted after five days of nausea, vomiting and right-sided abdominal pain. She had had two aortic valve replacements for bacterial endocarditis and was on warfarin. Her general practitioner had recently prescribed ciprofloxacin for a urinary tract infection. On examination she was tender in the lower abdomen and unable to extend the right hip. Her haemoglobin was 8.2 g/ dL and INR was 48. Blood and fresh frozen plasma were given. CT scan showed a right psoas and iliacus haematoma and mild right hydronephrosis. On discharge she had anterior thigh paraesthesia but no residual weakness.
COMMENT
The therapeutic index of warfarin is narrow, 1 and anticoagulant control is easily deranged by drugs (such as antibiotics) and co-morbid factors such as renal or hepatic dysfunction. Frequent INR measurement is the best way to avoid haemorrhagic complications. The predilection for bleeding into the retroperitoneal space has not been fully explained but a unique weakness of the vascular and connective tissue has been suggested. 2 Patients report lower abdominal or hip pain radiating to the groin or anterior thigh. Bleeding into the psoas muscle causes spasm and hip flexion and, as it extends, flank or thigh bruising may appear. Femoral nerve compression reduces quadriceps power and causes loss of the knee jerk and paraesthesia in the area of cutaneous supply. CT scan is the investigation of choice 3 but ultrasound is also sensitive and is more rapidly available. The cases reported here show how bleeding is readily misdiagnosed as primary hip disease or 'acute abdomen'. Delay in diagnosis is potentially fatal
